The clinical and necropsy findings in 3 patients with tetralogy of Fallot who died suddenly after corrective operation are presented. Early postoperative electrocardiograms of 2 patients showed coexistent right bundlebranch block and left anterior hemiblock; one of these developed complete atrioventricular block and required a pacemaker. In the third patient, postoperative electrocardiograms showed anterior myocardial infarction.
The clinical and necropsy findings in 3 patients with tetralogy of Fallot who died suddenly after corrective operation are presented. Early postoperative electrocardiograms of 2 patients showed coexistent right bundlebranch block and left anterior hemiblock; one of these developed complete atrioventricular block and required a pacemaker. In the third patient, postoperative electrocardiograms showed anterior myocardial infarction.
At necropsy, there wasgross and histological evidence ofmyocardial infarction in each patient. After operation, extensive myocardial fibrosis and the development of right bundle-branch block and left anterior hemiblock are possible factors causing cardiac arrhythmias and sudden death.
Sudden death has been reported after corrective defect was closed by a 'teflon' patch, and a pulmonsurgery of tetralogy of Fallot and is related to the ary valvotomy was performed. Though he required a development of conduction disturbances in the tracheostomy in the immediate postoperative period, divisions of His bundle. We have seen 3 such he made good progress after this. The postoperative patients with tetralogy of Fallot; each died more than electrocardiogram ( Fig. 1 ) showed abnormal Q 6 months after complete repair of the anomaly and in waves in praecordial leads V4R to V5, suggestive each a healed myocardial infarction was found at of extensive anterior myocardial infarction. The necropsy. The preoperative electrocardiogram in patient was taking digitalis at the time of discharge, each case was typical of tetralogy of Fallot. After but this was later discontinued. Subsequently, the operation, the electrocardiograms of one patient patient attended school and was able to play without showed the pattern of anterior myocardial infarction. dyspnoea or cyanosis. He still had a grade 2/6 The electrocardiograms of the other 2 patients systolic ejection murmur at the upper left sternal showed left axis deviation and complete right border. He died suddenly, 9 months after operation, bundle-branch block; while this pattern has been while playing at home. observed in postoperative electrocardiograms in association with the subsequent development of Necropsy findings complete heart block and sudden death, we wish to The external surface of the heart showed healed describe the finding of myocardial infarction in such fibrous pericarditis. closed with a 'teflon' patch. A pulmonary valvotomy was performed, and a constricting band immediately below the pulmonary annulus was also excised.
At the end of the operation, the patient appeared to be in nodal rhythm, but sinus rhythm returned spontaneously. Complete atrioventricular dissociation was noted in the first 48 another 'teflon' patch. During resection of infundiThe left atrium and the mitral valve were normal. bular muscle, the ventricular septum was inThe left ventricle showed hypertrophied walls and advertently incised in the region of the crista endocardial thickening, the latter being greater in supraventricularis. the subaortic region. The origin and distribution
The electrocardiogram after the operation showed of the coronary arteries were normal. The aortic arch complete right bundle-branch block (Fig. 5) . The was right sided with mirror-image branching.
frontal plane QRS axis of the unblocked portion of Microscopical examination of the outflow position the QRS complex was -105°. of the right ventricle showed extensive transmural
The patient remained in congestive cardiac myocardial infarction with endocardial and peri-failure after the operation and required repeated cardial fibrosis (Fig. 4) (Fig. 6b) (Korns et al., 1969; branch. Kulbertus at al., 1969 , Gelband et al., 1971 . The A QRS axis of approximately -60°with Q waves myocardial necrosis has been thought to be related in leads I and aVL has been described as left to surgical division of the coronary arteries which anterior hemiblock (Aravindakshan at al., 1970;  show an anomalous distribution over the outflow Rosenbaum et al., 1970b) . area of the right ventricle. Our study indicated,
The development of left axis deviation after however, that it is not necessary for distribution of operation has been described in patients with the branches of the coronary arteries to be abnormal ventricular septal defect as well as in those with for myocardial infarction to occur after operation in tetralogy of Fallot (Kulbertus at al., 1969, Rosenpatients with tetralogy of Fallot. baum et al., 1970a; Wolff et al., 1972'. Frequently Extensive fibrosis of the ventricular septum and these patients, as in our two, have in addition comanterior wall of the right ventricle was seen in all our plete right bundle-branch block, yielding a pattern patients, each of whom showed a normal coronary of bifascicular block. Such patients appear vularterial distribution. These patients died un-nerable to the development of complete heart block expectedly, though each showed an electrocardio-resulting from disturbance in conduction of the graphic abnormality: this was coexistent left axis remaining portion of the left posterior fasciculus, as deviation and complete right bundle-branch block perhaps developed in one of our patients.
in cases 2 and 3, with the later development of comThere are few histological studies of the conducplete heart block in case 2, and an anterior myo-tion system in these postoperative patients to indicardial infarct pattern in case 1. cate the histopathology of this condition. We Grant (1956) first pointed out that a superior studied the conducting system of one of our orientation of the QRS complex may be seen in patients (case 2) and found fibrous strands in the patients with coronary arterial disease and antero-atrioventricular node and bundle of His and surlateral myocardial infarction. Later, the presence of rounding tissue, there was, however, no actual a similar QRS pattern was described in patients interruption of the conducting system. with extensive myocardial fibrosis but without Death was sudden in our 3 patients and ventri- 
